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Aim. To evaluate the immediate and distant results of treatment depending on the etiology of chronic venous 
insufficiency in the stage of decompensation.

Materials and methods. This work presents an analysis of the results of treatment of 342 patients of CEAP 6 with 
manifestations of chronic vein insufficiency on the background of varicose disease (VD) and post-thrombotic 
syndrome (PTS) in the surgical clinic of the Transcarpathian Regional Clinical Hospital named after A. Novak 
(Uzhhorod) for the last 10 years. At least 169 patients had VD (CEAP 6). Post-thrombotic syndrome (occlusive 
form) was observed in 173 patients (CEAP 6). The ratio of women to men in VD was 3:1, and in PTS was 3:2.

Results. In patients of group I (crossectomy + short stripping + distal scleroobliteration), postoperative com-
plications developed in only 2 (4.3 %) patients in the form of suppuration of the operative wound on the thigh 
and lymphorrhea. With extended venectomy + SEPS, early postoperative complications were observed in 5 
(6 %) patients: three patients had suppuration of the postoperative wound on the thigh, and two patients had 
lymphorrhea. In classical venectomy + Linton’s operation, inguinal wound suppuration occurred in 2 (5.3 %), 
lymphorrhea in 3 (7.9 %) patients. Suppuration of the postoperative wound on the lower leg was observed in 
another 3 (7.9 %) patients. The long-term outcomes in the patients of the group I were: 9 (19.1 %) patients had 
partial recanalization of the perforated veins of the group of great saphenous vein (GSV) on the lower leg, and 
one (2.1 %) had complete recanalization. Trophic ulcer (TU) did not heal in one patient after conservative treat-
ment, relapse of TU occurred in 7 (4.1 %) patients. In patients of the group II thrombosis of the cross autovenous 
shunt (during Palma’s operation) in the early postoperative period was observed in 5 (8.5 %) patients, during 
autovenous shunting and Husni’s operation (transposition of the GSV into the popliteal vein) in no case. During 
Linton’s operation, suppuration of the postoperative wound was observed in 7 (15.9 %) cases. TU did not heal 
with conservative treatment in 5 (56 %) patients.

Conclusions. In the stage of decompensation of VD, pathogenetically justified treatment is crossectomy, venec-
tomy with elimination of horizontal reflux in the zone of trophic ulcer. Trophic ulcers <5 cm and >2 cm deep I–II 
degrees are treated conservatively after surgery and heal independently within a year. Phlebectomy and CE of 
the affected limb are contraindicated in PTS. Pathogenetically justified method of treatment is reconstructive and 
restorative surgery to restore main blood flow with elimination of horizontal reflux in the zone of trophic ulcer.
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Вибір методу хірургічної корекції залежно від етіології декомпенсованої 
хронічної венозної недостатності
В. І. Русин, Ф. М. Павук, В. В. Русин, М. І. Борсенко

Мета роботи – оцінити найближчі та віддалені результати лікування залежно від етіології хронічної венозної 
недостатності в стадії декомпенсації.

Матеріали і методи. Проаналізували результати лікування 342 хворих із СЕАP 6, проявами хронічної веноз-
ної недостатності (ХВН) на тлі варикозної хвороби (ВХ) та посттромботичного синдрому (ПТС) у хірургічній 
клініці КНП «Закарпатська обласна клінічна лікарня імені Андрія Новака» ЗОР (м. Ужгород) за останні 10 
років. ВХ (CEAP 6) діагностували в 169 пацієнтів, посттромботичний синдром (оклюзивна форма) – в 173 
осіб (CEAP 6). Співвідношення жінок і чоловіків із ВХ становило 3:1, а з ПТС – 3:2.

Результати. У хворих І групи (кросектомія + короткий стрипінг + дистальна склерооблітерація) післяопера-
ційні ускладнення виникли лише у 2 (4,3 %) випадках, зокрема діагностували нагноєння операційної рани 
на стегні та лімфорею. При розширеній венектомії у поєднанні з SEPS ранні післяопераційні ускладнення 
визначили у 5 (6 %) хворих, у трьох пацієнтів – нагноєння післяопераційної рани на стегні, у двох – лім-
форею. При класичній венектомії в поєднанні з операцією Лінтона нагноєння пахової рани зафіксували 
у 2 (5,3 %), лімфорею – у 3 (7,9 %) пацієнтів. Ще у 3 (7,9 %) хворих виникло нагноєння післяопераційної 
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The main reasons for trophic ulcers development in the 
patients with chronic venous insufficiency are the formation of 
persistent pathological vertical reflux in the deep and superficial 
venous system, as well as the presence of horizontal reflux at 
the level of the communicating and perforating veins of the lower 
third of the thigh and lower leg [1,2,3,4]. Orthostatic phlebostasis 
provokes progression of venous hemodynamic disorder and 
causes deterioration of microcirculation with impaired tissue 
trophism [5,6,7,8]. Based on these provisions, the basic princi-
ples of pathogenetically-induced treatment of trophic ulcers are 
formed. The most important of them are:

1) surgical treatment (sclerosing, venectomy, autovenous 
shunting, correction of valvular insufficiency);

2) compression therapy;
3) medical treatment (venotonics, disaggregants, an-

tihistamines, anti-inflammatory drugs, systemic antibiotic  
therapy);

4) local treatment of ulcers before spontaneous epithelization 
or before dermatoplasty (surgical cleaning of the wound (VAC or 
Maggot therapy), sanitation, washing, medical bandages);

5) rehabilitation (further care, compliance with the work and 
rest regime, restriction of staying in an upright and sitting position, 
cosmetic products and phlebotonics, dispensation).

The algorithm of surgical treatment of patients with lower limb 
deep vein valve insufficiency includes several stages: removal 
of varicose veins of the subcutaneous veins, elimination of hori-
zontal reflux by echoscleroobliteration of perforating veins and/or 
subfascial ligation of failed perforating veins (Linton’s operation) 
and/or subfascial endoscopic perforator surgery (SEPS), correc-
tion of the venous valve closure function of the common femoral 
vein. In the modern literature there is very little information about 

the correction of the valvular apparatus, and if it appears, it is 
somehow veiled, since it is almost impossible to evaluate the 
results of such interventions against the background of complex 
treatment of chronic vein insufficiency (CVI), and there are only 
characteristics of the used treatment methods that do not have 
quantitative characteristics.

Aim
To evaluate the immediate and distant results of treatment 

depending on the etiology of chronic venous insufficiency in the 
stage of decompensation.

Materials and methods
This work presents an analysis of the results of treatment of 

342 patients of CEAP 6 with manifestations of CVI on the back-
ground of varicose disease (VD) and post-thrombotic syndrome 
(PTS) in the surgical clinic of the Transcarpathian Regional 
Clinical Hospital named after A. Novak (Uzhhorod) for the last 
10 years. 169 patients had VD (CEAP 6). PTS (occlusive form) 
was observed in 173 patients (CEAP 6). The ratio of women to 
men in VD was 3:1, and in PTS was 3:2.

Trophic ulcers (TU) of small size were observed in 57 (33.7 %) 
patients of group I, medium size – in 71 (42 %) patients, where 
the depth of the lesion was II degree. Only in 41 (24.3 %) patients, 
the TU area exceeded 100 cm2 at the III degree of lesion depth 
(Table 1). In the group II, small TU were observed in 5.2 %, medi-
um size in 44.0 % at the II degree of lesion depth, and large size 
in 50.3 % at the III degree of lesion depth, and only one patient 
had the IV degree of lesion depth.

рани на гомілці. У віддаленому періоді спостереження серед пацієнтів першої групи у 9 (19,1 %) осіб 
виявили часткову реканалізацію перфорантних вен у басейні великої підшкірної вени (ВПВ) на гомілці, в 
одного (2,1 %) – повну реканалізацію. Трофічна виразка (ТВ) після консервативного лікування не загоїлася 
в одного хворого, рецидив ТВ виник у 7 (4,1 %) пацієнтів. У хворих другої групи тромбоз перехресного 
аутовенозного шунта (при операції Пальми) в ранньому післяопераційному періоді виявили у 5 (8,5 %) 
випадках, при аутовенозному шунтуванні та операції Гусні (транспозиція ВПВ у підколінну вену) – не 
зафіксовано. Під час операції Лінтона нагноєння післяопераційної рани виникло у 7 (15,9 %) випадках. У 
5 (56 %) хворих ТВ не вилікували консервативно.

Висновки. У стадії декомпенсації ВХ патогенетично обґрунтованим лікуванням є кросектомія, венектомія 
з усуненням горизонтального рефлюксу в зоні трофічної виразки. Трофічні виразки <5 см і >2 см із глиби-
ною І–ІІ ступенів після операції лікують консервативно; вони загоюються самостійно протягом року. При 
ПТС протипоказані флебектомія і кросектомія ураженої кінцівки. Патогенетично обґрунтованим методом 
лікування є реконструктивно-відновні операції для відновлення магістрального кровотоку з усуненням 
горизонтального рефлюксу в зоні трофічної виразки.
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Table 1. TU planimetry depending on the etiopathogenesis of CVI

Diameter of trophic ulcer, cm I group, n = 169 Depth of trophic ulcer, 
degree

II group, n = 173 Depth of trophic ulcer, 
degree

>2 – <5 57 (33.7 %) II 9 (5.2 %) II

>5 – <10 71 (42.0 %) II 76 (44.0 %) II

>10 41 (24.3 %) III 87 (50.3 %) III

– IV 1 (0.5 %) IV



Evaluation of the lesion depth according to Fistal classifi-
cation:

– I degree of damage depth to the dermis;
– II degree – dermis, subcutaneous tissue and/or fibrous 

tissue;
– III degree – muscles, tendons, and vascular-nerve bundles;
– IV degree – bone and joint structures.
The types and number of operations for CVI in the stage of 

decompensation, depending on the etiology of the disease, are 
presented in the Table 2.

In the case of VD, CE, venectomy, distal scleroobliteration, 
ligation of failed perforants in one way or another prevailed. In 
case of PTS, CE with venoextraction was practically not used, 
while reconstructive and restorative operations and elimination 
of horizontal reflux by scleroobliteration and subfascial ligation 
of perforating veins were performed.

Extravasal compression of the valvular apparatus of the 
femoral vein was used alone in 7 cases of VD and PTS.

In group I of 169 patients, trophic ulcers were cleaned with 
the help of VAC therapy in 71 patients, Magott therapy was used 
in 41 patients. In group II of 173 patients, VAC therapy was used 
in 16, and Magott therapy in 164 patients, 27 of them on both 
limbs (54 patients).

Conservative treatment of small superficial TU (up to 10 cm2) 
was used in 57 patients of group I and 9 patients of group II. 
Dermatoplasty by metric method was used in 32 patients of 
group I and 2 patients of group II. Split skin graft transplantation 
was used in 39 patients of the I group and 74 patients of group 
II. Transplantation of a split perforated skin graft was performed 
in 41 patients of group I and 87 patients of group II (a total of 
114 limbs). 

Free transplantation of a complex of tissues was performed 
in one patient of group II.

When evaluating the results of treatment, the following criteria 
were considered: edema, increase in the induration area, fatigue, 
trophic ulcers, patency of shunts (Table 3).
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Table 2. Types and number of operations for CVI depending on the etiology of the disease

Stage of  
venous insufficiency

The name of the operation n

C6 VD, n = 169

Crossectomy (CE) – venectomy + SEPS 83

CE – short stripping, distal scleroobliteration 47

CE – venectomy + Linton’s operation 32

CE venectomy paravasal compression of the femoral vein valve 7

Autodermoplasty 112

PTS, n = 173

Palma’s operation 69

Autovenous bypass 7

Husni’s operation 6

Paravasal compression of the femoral vein valve Echoscleroblliteration of penetrating veins 7

Linton’s operation 44

Echoscleroblliteration of penetrating veins 50

Autodermoplasty 164

Table 3. Criteria for evaluating the long-term results of treatment of CVI

The results An increase in the length 
of the surrounding limb 
(increasing edema)

Increase in 
induration area

Fatigue Trophic  
ulcers

Shunt  
patency

Distinctive 2 cm – – – +

Good 3 cm – + – +

Satisfactory a) 4 cm* – ++ – –

Satisfactory b) <4 cm – ++ + –

Unsatisfactory >4 cm + +++ + –

*: swelling of the lower leg only in the absence of swelling on the thigh; +: fatigue in the evening; ++: fatigue during physical exertion; +++: fatigue with minor physical 
exertion.



Results
Immediate and long-term results differ, and this is most 

noticeable depending on the etiology of the disease (Table 4).
In patients of group I (CE + short stripping + distal scleroobli-

teration), postoperative complications developed in only 2 (4.3 %) 
patients in the form of suppuration of the operative wound on the 
thigh and lymphorrhea. With extended venectomy + SEPS, early 
postoperative complications were observed in 5 (6 %) patients: 
three patients had suppuration of the postoperative wound on 
the thigh and two patients had lymphorrhea. Marginal necrosis 
of the wound in the upper third of the lower leg at the endoscope 
insertion site was noted in two (2.4 %) patients.

In classical venectomy + Linton’s operation, inguinal wound 
suppuration occurred in 2 (5.3 %), lymphorrhea in 3 (7.9 %) 
patients. Suppuration of the postoperative wound on the lower 
leg was observed in another 3 (7.9 %) patients.

The long-term outcomes (1 year), among the patients of 
group I were: 9 (19.1 %) patients had partial recanalization of 
perforated veins of the group of great saphenous vein (GSV) on 
the lower leg, and one (2.1 %) had complete recanalization. TU 
did not heal in one patient after conservative treatment, relapse 
of TU occurred in 7 (4.1 %) patients.

In patients of group II, thrombosis of the cross autovenous 
shunt during Palma’s operation in the early postoperative period 
was observed in 5 (8.5 %) patients, during autovenous shunting 
and Husni’s operation (transposition of the GSV into the popliteal 
vein) – in no case. During Linton’s operation, suppuration of the 
postoperative wound was observed in 7 (15.9 %) cases. TU did 
not heal with conservative treatment in 5 (56 %) patients.

The long-term outcomes (1 year), shunt thrombosis after 
Palma operation accounted for 13 (22 %) cases. It is most difficult 
to interpret the result of treatment in PTS against the background 
of inferior vena cava syndrome or the consequences of bilateral 
iliofemoral thrombosis.

In linear shunt operations, shunt thrombosis was not ob-
served. With echoscleroobliteration of penetrating veins, recanali-
zation occurred in 15 (30 %) cases, TU recurrence in 15 (8.7 %).

Regardless of the etiology of CVI in the stage of decompen-
sation, excellent treatment results were not observed. In the case 
of VD in the stage of decompensation, a good and satisfactory 
result was observed in 91.7 %, and in the immediate PTS, a good 
and satisfactory result was only in 87.7 % of patients.

At the same time, we are convinced that the interpretation of 
the patency of shunt operations in patients with PTS of femoral-il-
iac localization is not entirely correct. Since in a number of cases, 

with thrombosis of shunts, we observed a good and satisfactory 
clinical condition of the affected limb, and vice versa – in a number 
of cases, with good function of shunts, we observed pronounced 
swelling of the leg with trophic disorders.

Satisfactory results of dermatoplasty in group I were observed 
in 98.3 % of patients and in group II in 97.1 % of cases. In 27 pa-
tients, PTS of both lower extremities was present in 95 % of cases.

At the same time, most of the unsatisfactory results of 
autodermatoplasty were related to technical reasons and were 
observed were observed when the vintage method of the latter 
was used. The best results were achieved with plastic surgery 
with a perforated split flap. After a year, the healing rate of TU in 
VD was 97.1 %, and in PTS 91.3 %.

Discussion
Varicose veins of the lower extremities begin from the saphe-

nous femoral confluence (SFC) or sapheno-popliteal confluence 
(SPC) and extremely rarely from penetrating and communicating 
veins [7,9,10,11].

The group of authors (Catarinella F., 2014) report that after 1 year 
in patients with decompensated forms of chronic venous insufficiency 
of PTS etiology, the healing rate of TU is about 70 % with the use of 
venous stenting. In our study, good healing results of trophic ulcers 
in patients with PTS were observed in 83.2 % of cases without the 
use of dermatoplasty. According to the authors [17], good results 
were observed only in 87 % of VD (CEAP 6) cases. Evaluating the 
results of treatment of patients with a decompensated form of VD, 
good results were observed in 89.4 % of cases after 1 year. When 
using hybrid surgery (stenting + AV fistula + endophlebectomy) in the 
treatment of a complicated form of PTS, the results in the group of 
authors (T. M. A .J. van Vuuren; М. Dumantepe) after 1 year range 
from 64 % to 90 % of good results, and in decompensated forms of 
VD this indicator is 90–100 % [18,19]. The incidence of thrombosis 
ranges from 5.3 % to 18.3 % [4,5,6,7,8,12,18]. In our work the long-
term outcomes (1 year), shunt thrombosis (after Palma operation) 
accounted for 13 (22 %) cases. In linear shunt operations, shunt 
thrombosis was not observed.

In our research 9 (19.1 %) patients of group I had partial 
recanalization of the perforated veins of the group of great saphe-
nous vein GSV on the lower leg, and one (2.1 %) had complete 
recanalization while in the study of other authors the percent of 
recanalization is at the level of 15–25 % [10,11,12,13,14,17]. TU 
did not heal in one patient after conservative treatment, relapse 
of TU occurred in 7 (4.1 %) patients. On the other hand, some 
scientists report that after conservative treatment bad results 
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Table 4. Treatment results depending on the etiology of the disease

Venous insufficiency Etiology

Varicose veins Post-thrombotic syndrome

Direct results In a year Direct results In a year

C6 91.7 % 89.4 % 90.2 % 83.2 %

Dermatoplasty

98.25 % 93.75 % 97.1 % 91.3 %



occurred in 5–10 % patients with C6 TU with VD and almost in 
35–40 % patients with PTS [1,2,3,4,5,15,16,17,18].

Although experts associate the beginning of varicose transfor-
mation with the expansion of individual tributary venous branches, 
and the failure of the main trunks develops much later. This 
theory is the basis of organ-sparing methods of treatment of VD 
(ASVAL) [12,13,14]. Insufficiency of permeating veins appears 
as pathological venous capacity increases in superficial veins 
and is characterized by damage to one or two incompetent per-
forating veins on the lower leg. Under the influence of increased 
blood flow from the superficial venous network, deep veins may 
dilate segmentally, with the trunk veins of the lower leg dilating 
first (Fig. 1).

In these conditions, the main compensatory role is assigned to 
the small saphenous vein (SSV), including due to the deposition of 
blood in intramuscular collectors [11,15]. The deposition of blood 
in the saccular veins leads to overload and inefficient work of the 
SSV, and pathological hypervolemia leads to an increase in the 
number of failed veins associated with the SSV of the lower leg. 
With complete dysfunction of the SSV, supraosseous perforating 
veins are involved in the pathological process, which are consi-
dered as a typical cause of trophic disorders development [16].

It is interesting that, according to modern ideas, the failure of 
perforating veins is considered to be reversed after the elimination 
of reflux from the superficial venous network [16].

In our material, at CEAP 6, only 19 % of patients underwent 
an operation on perforating veins along with venectomy and 
crossectomy.

Despite the fact that there are reports in the special lite-
rature that CVI develops in approximately half of patients after 
deep vein thrombosis, in practice venous insufficiency is almost 

always observed to some degree or another. That is why deep 
vein thrombosis (DVT) can be characterized as an irreversible 
process where its treatment without significant consequences is 
rather an exception, as a rule [4,5,6,12].

From the point of view of a practical doctor, the following forms 
of PTS are distinguished: occlusive, mixed and recanalized. With 
deep vein thrombosis, there is an overload of the SSV due to the 
deposition of blood on the lower leg associated with the absence 
of outflow pathways, but there is still no pathological blood flow. 
At the second stage, a pathological directionality of blood flow 
occurs due to the occurrence of horizontal reflux. The third stage 
is an increase in retrograde blood flow due to incompetent pene-
trating veins, even in the case of recanalization of the thrombosed 
venous segment.

In our practical work, we divide the venous system of the 
lower extremities into four segments: tibio-popliteal, popliteal-
femo ral, femoral-iliac and ilio-caval segments. By the term ve-
nous segment, we understand the totality of all vessels carrying 
centripetal blood flow. The following are involved in the formation 
of the segment: the afferent trunk veins of the leg, the proximal 
part of the saphenous vein, the femoral vein, the external iliac 
vein, the inferior vena cava, venous collectors (there are four of 
them: popliteal, femoral, iliac, caval) and their shunts (small and 
large subcutaneous veins, deep femoral vein, genital, intrailiac, 
vertebral veins and ascending lumbar vein), as well as external 
trunks (common femoral, external iliac, inferior vena cava). One 
and the same vessel can be profitable for one and removable for 
another segment (Fig. 2).

Each collector has a bypass – a natural shunt, the degree of 
outflow disturbance depends on its functionality. For the popliteal, 
these are SSV, GSV, DFV and collaterals – network of the knee 
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Fig. 1. A: Phlebogram. Blood deposition in the dilated trunk veins of the lower leg. B: varicose disease C6 according to CEAP (original 
photo made by authors).

1A 1B



joint, vein of Leonardo, Giacomini; for the femoral collector is the 
femoral vein and the sacral plexus; for iliac – internal iliac veins 
and veins of the anterior abdominal wall; for the iliac – azygos 
and semi azygos veins, lumbar veins and their venous plexuses, 
intervertebral and lower diaphragmatic veins, hepatic, gonadal 
veins and venous plexuses of the pelvis.

Coming out of the collector, there is always a trunk that does 
not have a large number of tributaries, in particular, the femoral 
vein, common femoral vein (CFV), common iliac vein and inferior 
vena cava. At the same time, the main shunt for thrombosis of 
the CFV and femoral vein is the GSV, which is able to supply up 
to 85 % of the limb, in addition, the deep and encircling femoral 
veins are of great importance in blood flow compensation.

A distinctive feature of decompensated forms of PTS is 
retrograde blood flow through the main veins at the level of the 
sural part of the leg with the involvement of valveless perforating 
veins and the creation of zones of venous stasis (hypertension) 
in the periosteal and subosteal areas. In this way, a “vicious 

circle” is formed, which cannot always be broken by eliminating 
the reflux in the main veins of the distal leg. Obviously, for this 
reason, in the remote postoperative period, satisfactory and 
good results after isolated Linton surgery were observed only 
in 88 % of patients.

The possible option for surgical treatment is the occlusion of 
the common tibial vein (CTV) according to Vedensky and SEPS. 
However, the limitation of the latter is the periosteal area of the 
lower leg, and remote occlusion of the CTV carries the risk of 
ascending deep vein thrombosis.

The next level of possible help is the popliteal vein and the 
distal part of the femoral vein. But in the literature available to us, 
it was not possible to find modern data on the transposition or 
formation of an artificial valve at this level with satisfactory results 
in the remote observation period. In our report, linear autovenous 
shunts gave a satisfactory result after one year of observation in 
100 % of cases, while cross-over autovenous shunting (Palma 
operation) gave a positive result only in 78 % of cases, that is 
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Fig. 3. A: PTS of the right lower extremity with varicose veins of the subcutaneous veins of the lower extremity and anterior abdominal 
wall. B: Phlebogram. Occlusion of the femoral-iliac and ilio-caval segments on the right (original photo made by authors).
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obviously related to errors during the selection of patients for 
such an intervention.

And it is not entirely correct to evaluate the results of ex-
travasal compression of the femoral vein valve in these patients 
because echoscleroobliteration of perforating veins was per-
formed in parallel.

Despite the similarity of the external signs of lesions in VD 
and PTS, signs of valvular failure of superficial veins in PTS are 
milder than in VD. The mechanism of their failure is related to the 
redistribution of blood from the deep venous system through the 
failed perforating veins to the superficial (Fig. 3).

And in such a situation, the question arises as to how outflow 
from the affected lower extremity will occur if varicose and dilated 
subcutaneous veins are removed. There is no doubt that in a 
specific case, reconstructive and restorative surgery (autovenous 
shunting and/or prosthetics) of the femoral-caval segment is 
pathogenetically more justified.

In the discussion of the obtained results, it is necessary to 
highlight several points. Trophic disorders in VD depend more 
on vertical reflux in the superficial venous system with the for-
mation of hypervolemia in the system of deep veins of the lower 
leg. Trophic disorders in PTS primarily depend on the severity of 
deep vertical reflux. Intense retrograde blood flow through failed 
perforating veins causes severe structural changes in the venous 
wall, as in VD, so there is no need to count on the restoration 
of the function of perforating veins after surgical treatment. The 
damaging effect of vertical deep reflux is realized in PTS due 
to incompetent perforating veins, which justifies their ligation 
(bandaging).

The choice of operative treatment method depends on the 
localization of primary deep vein thrombosis (tibial-popliteal, 
popliteal-femoral, femoral-iliac, iliocaval segment) and its form 
– occlusive, recanalization.

In the case of damage to the I–II segments of the PTS, as 
a treatment option, the transposition of the GSV in the popliteal 
vein, below the site of occlusion, extravasal correction in the third 
and/or lower part of the femoral vein with the aim of correcting 
vertical deep reflux is suggested. Elimination of horizontal reflux 
is one of the available methods.

With III–IV segments of PTS lesions and its occlusive forms, 
local outflow restoration from the lower extremity is possible at 
the expense of Palm surgery or autovenous bypass shunting 
and/or prosthetics with a satisfactory observation result in 78 % 
of cases within a year. In case of trophic ulcers of the lower 
leg, echosclerotic obliteration of inoperable perforating veins 
is mandatory.

Conclusions
1. In the stage of decompensation of VD, pathogenetically 

justified treatment is crossectomy, venectomy with elimination 
of horizontal reflux in the zone of trophic ulcer. Trophic ulcers 
<5 cm and >2 cm deep I–II degrees are treated conservatively 
after surgery and heal independently within a year.

2. Phlebectomy and CE of the affected limb are contraindi-
cated in PTS. Pathogenetically justified method of treatment is 
reconstructive and restorative surgery groupto restore main blood 

flow with elimination of horizontal reflux in the zone of trophic 
ulcer.

3. Medium-sized and large trophic ulcers of varicose origin 
or PTS require autodermoplasty with a split perforated skin flap, 
after cleaning the recipient bed with VAC or Magott therapy.
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